The use of needles is an essential part of providing medical care but is potentially hazardous to staff. Awareness of hazards, use of the correct equipment, and a consistent and careful technique are all of great importance in preventing needlestick injuries.
To date 13 cases of occupationally contracted AIDS caused by needlestick injuries with hollow bore needles have been documented worldwide (N Gill, K Porter, personal communication). Nevertheless the overall risk of contracting HIV infection after a simple needlestick injury with a needle known to be contaminated is estimated to be less than 0 5%,' whereas the risk of hepatitis B virus infection has been estimated to be 3-16%. 7 Although the risk of hepatitis B After venepuncture (which is a particular risk because of the potential for injecting large volumes of blood) the needle must normally be removed before the blood is injected into containers. This is difficult to do safely without first resheathing except when a sharps container with a slot designed for the purpose is used. Such containers are unlikely to be universally available, and the problem still remains when taking a sample for blood culture, when, traditionally, the needle is changed while the syringe nozzle is kept sterile before blood is injected into the culture bottles. Providing staff with Spencer-Wells forceps (cost £13) to hold the needle, as officially recommended,' is expensive, impracticable on a large scale, and associated with a risk of "flipping" the needle or blood across the room or, worse, into the eye. The incidence of injuries increased after forceps were introduced for removing needles in New Zealand."' " Goldwater et al have recently argued strongly against the policy of not resheathing." They pointed out that with resheathing the main risk is isolated in time and space and is taken by the operator. With unsheathed needles the risk depends on the reliability of rigid puncture resistant containers. Two studies found that introducing such containers had no effect on the overall needlestick injury rate, although injuries during final disposal fell.'2"3 In contrast, Goldwater et al presented evidence to suggest that an active resheathing policy using a portable resheathing device reduced the rate of needlestick injury fourfold from 1 in 4000 venepunctures to 1 in 16 000. They estimated the costs of each injury to be about $110, taking account of medical care, time lost at work, laboratory testing, and treatment but excluding hepatitis B vaccine (which increased the cost to $300) and litigation costs.
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the contrary 94% of trained nursing staff resheathed needles7; starting bedside disposal systems and an educational programme had no effect on the practice of the 37% who attended. They concluded that whatever people are told most are likely to continue to resheath needles, partly because they intuitively believe that it protects themselves and others. In Salford we found (admittedly before the BMA code of practice and accompanying poster were published) that resheathing was practised by 77 
Resheathing and HIV infection
Of the 13 documented cases of HIV infection after occupational needlestick injuries,3 14-25 only three were associated with resheathing: one occurred while resheathing a needle attached to a syringe containing "fresh blood drawn from an arterial line,"'4 and one while resheathing a thoracocentesis needle'5; in the third case the worker had two needlestick injuries within 10 days, one during resheathing and the other not.'6 Some of the remaining 10 cases would have been prevented by resheathing, including one case that led to an out of court settlement of $1 35m. 24 We believe that operators have an obligation to make used needles safe by resheathing them before disposal. Although the risks are much less for intracutaneous or subcutaneous injections, because third parties injured cannot tell the source of the needle the same policy should be introduced for all hollow bore needles. The resheathing process should be as safe as possible for the operators, and methods of teaching safe resheathing to medical students, nurses, and others need to be developed. We agree that resheathing the needle in the horizontal position as shown in the BMA booklet is highly dangerous and should be avoided under all circumstances, but other techniques are much saferfor example, by using a resheathing device, such as the Saf-T-Cap (fig 1)25 or NeedleGuard,'°or using sharps containers that have a hole to place the sheath in. We have tried two safe manual techniques. In the first ( fig   FIG 2- 2) the syringe and needle are held pointing upwards at an angle of about 70°and the sheath by its tip in the other hand; the sheath is brought over the top of the needle and, once the needle tip is covered, is dropped into place under gravity. The cap is then held at its base and driven home by rotation. Until the cap is in place the operator's hand is never in the same horizontal plane as the needle, so there is no risk of self injury.
The second technique is the scoop technique (fig 3),26 whereby the sheath is placed on a flat surface, and scooped up with the needle and shaken into place before being driven home as above. We suggest that resheathing devices should be made available wherever venepuncture is performed and that one of these two techniques should be taught as a back up for when such a device is not available. In busy areas, such as accident and emergency departments, where the operator might be knocked, a resheathing device should always be used. It could be argued that the problem could be avoided by using a system such as the Vacutainer; this is debatable, but in some cases a conventional needle and syringe will still be required for venepuncture, such as when taking blood for cultures.
We thank the medical illustration department at Hope Hospital for the figures and the control of infection committee and hospital staff for their help with the questionnaire.
